Miss X, a 23-year-old female presented in the psychiatry outpatient clinic with complaints of increased talkativeness, making tall claims, increased psychomotor activity, aggressive behavior and reduced sleep for last 2 months. According to the ICD-10 criteria she was diagnosed as mania with psychotic symptoms. To manage her symptoms, she was started on 4 mg per day of blonanserin along with 2 mg of Lorazepam at bedtime to manage her disturbed sleep. After two weeks of follow up improvement was noted in her symptoms, and hence she was continued on blonanserin therapy, with the dose being increased to 8 mg of blonanserin per day. She was followed upfortnightly for the next 6 months. On every visit, she had gradual improvement of her affective symptoms. After 6 months of blonanserin 8 mg per day, she developed abnormal oral movements including repeated stretching of one angle of mouth outwards which was suggestive of development of tardive dyskinesia. Her abnormal involuntary movement scale (AIMS) score was 9. She was referred to the neurology department where she was also diagnosed as a case of tardive dyskinesia. Her dose of Blonanserin was reduced to 4 mg per day. After one month, the patient had a relapse and showed manic symptoms, for which she was admitted to the psychiatry ward and was started on aripiprazole 5 mg along with Blonanserin 4 mg and lorazepam 2 mg. She was also managed with an injectable antipsychotic (haloperidol 5 mg) to control her agitation. Her young mania rating scale (YMRS) score was 30. Her investigations, ncluding routine blood examination, non-contrast computed tomography scan of head, and thyroid profile were within normal limits. Gradually, Blonanserin was stopped and the dose of Aripiprazole was increased to 10 mg per day. After discontinuation of Blonanserin, her abnormal oral movements improved gradually over a period of 20 days. Her treatment continued, and she responded well to Aripiprazole 10 mg per day.
Case 1
Miss X, a 23-year-old female presented in the psychiatry outpatient clinic with complaints of increased talkativeness, making tall claims, increased psychomotor activity, aggressive behavior and reduced sleep for last 2 months. According to the ICD-10 criteria she was diagnosed as mania with psychotic symptoms. To manage her symptoms, she was started on 4 mg per day of blonanserin along with 2 mg of Lorazepam at bedtime to manage her disturbed sleep. After two weeks of follow up improvement was noted in her symptoms, and hence she was continued on blonanserin therapy, with the dose being increased to 8 mg of blonanserin per day. She was followed upfortnightly for the next 6 months. On every visit, she had gradual improvement of her affective symptoms. After 6 months of blonanserin 8 mg per day, she developed abnormal oral movements including repeated stretching of one angle of mouth outwards which was suggestive of development of tardive dyskinesia. Her abnormal involuntary movement scale (AIMS) score was 9. She was referred to the neurology department where she was also diagnosed as a case of tardive dyskinesia. Her dose of Blonanserin was reduced to 4 mg per day. After one month, the patient had a relapse and showed manic symptoms, for which she was admitted to the psychiatry ward and was started on aripiprazole 5 mg along with Blonanserin 4 mg and lorazepam 2 mg. She was also managed with an injectable antipsychotic (haloperidol 5 mg) to control her agitation. Her young mania rating scale (YMRS) score was 30. Her investigations, ncluding routine blood examination, non-contrast computed tomography scan of head, and thyroid profile were within normal limits. Gradually, Blonanserin was stopped and the dose of Aripiprazole was increased to 10 mg per day. After discontinuation of Blonanserin, her abnormal oral movements improved gradually over a period of 20 days. Her treatment continued, and she responded well to Aripiprazole 10 mg per day.
CASE 2
Mrs. Y, a 58-year-old female was admitted in the Psychiatry ward with complaints of fearfulness, irritability, muttering to self with inappropriate crying spells, reduced appetite, poor self-care, disturbed sleep and inability to work for the last 10 days. According to the International Classification of Diseases-10 (ICD-10) criterion, she was diagnosed with Other acute and transient psychotic disorder. To manage
INTRODUCTION
Dyskinesia is a group of symptoms characterized by uncontrolled, involuntary movements, which can include muscles of the head, neck and extremities and reduced voluntary movements. Late onset of dyskinesia is known as tardive dyskinesia (TD), andit is a common adverse effect associated with the long-term use of neuroleptics, characterized by involuntary, repetitive body movements especially the tongue, jaw and/or extremities. 1 TD occurs in 20 to 50% of patients treated with antipsychotic drugs. 2 Annual occurrence of TD ranges from 2% to 5% 3 and the incidence of TD increases with age. Though it is known that the atypical antipsychotic have a reduced tendency to produce TD nonetheless extrapyramidal symptoms may occur during Blonanserintherapy. 4 The "typical" neuroleptics with high dopamine D2 receptor occupancy have traditionally been reported to have a higher risk of causing TD than the "atypical" antipsychotics, with low D2 receptor occupancies, such as clozapine and quetiapine. However, it is now well recognized, that even atypical antipsychotic can cause TD.
her symptoms, she was admitted to the psychiatric ward and was started on Blonanserin 4 mg/day along with Lorazepam 2 mg at bedtime to control her agitation and disturbed sleep. Her routine investigations were within normal limits. Blonanserin dose was gradually increased to 8 mg/day. She gradually improved and was discharged with the satisfactory condition on Blonanserin 8 mg/day and Lorazepam 2 mg/day. After one week of therapy, the patient developed mild rigidity, slowness of movements, masked facial expressions, and tremors in upper limbs suggestive of extrapyramidal symptoms. So she was prescribed trihexyphenidyl 4 mg per day. On subsequent follow up after 15 days her rigidity resolved but the patient developed tremors in the perioral region of face suggestive of oral dyskinesia. The dose of Trihexyphenidyl was increased to 6 mg/day, and another second-generation antipsychotic Aripiprazole replaced Blonanserin. Her treatment continued, and she responded well to Aripiprazole 10 mg per day.
DISCUSSION
Blonanserin is a 4-phenyl-2-(1-piperazinyl) pyridine. It acts as an antagonist at dopamine D2, D3, and serotonin 5-HT2A receptors. 6 Blonanserin is pharmacologically more similar to first-generation antipsychotics than second-generation drugs, 7 and probably the greater affinity for D2 receptors is responsible for the development of dyskinesia. However, these receptor binding profiles may minimize its potential to induce certain adverse effects such as orthostatic hypotension, sedation, weight gain, metabolic abnormalities, and peripheral anticholinergic side effects. 8, 9 Oral Blonanserin is generally well tolerated in patients of schizophrenia with most adverse reactions being of mild to moderate severity. 10, 11 In these two cases we observed blonanserin induced hypokinesia, perioral tremors and TD, which was also reported by Saraswathy et al. in 2015.
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